is seen as multiple linear echoes in the gallbladder lumen which do not arise from the wall of the gallbladder and the clinical setting is compatible with acute cholecystitis (9) . The appearance of polypoid cholesterolosis and adenomyomatosis may mimic multiseptate gallbladder, but there is no bridging of the gallbladder lumen by the cyst-like Rokitansky-Aschoff sinuses or polypoid bulbous echoes. A hydatid cyst should also be considered in the differential diagnosis, but the location and communication with the cystic duct and postprandial contraction of the gallbladder helped us to rule out this entity.
In conclusion, gallbladder abnormalities, although rare, should always be considered in the differential diagnosis of children presenting with recurrent attacks of abdominal pain, and abdominal ultrasound should form part of the investigation. Multiseptate gallbladder should also be borne in mind among the etiologic factors of cholelithiasis and cholecystitis.
Recurrent abdominal pain in childhood due to gallbladder is often misinterpreted as being due to intestinal and genitourinary etiologies. Cholelithiasis and cholecystitis are very rare before puberty and, if present, they are mostly related to bacterial and parasitic infections, hemolytic conditions and chronic gastrointestinal diseases (7). We think that the cause of recurrent abdominal pain in our patient was the mechanical effect of septa impairing bile flow. As these septa do not contain muscle fibers, difficulty in bile flow is a consequence of the impaired motility of the gallbladder.
In patients with multiseptate gallbladder, sonography demonstrates multiple linear, fine echogenic bands without acoustic shadowing or septa crossing the lumen of the gallbladder, giving the organ a honeycomb appearance (8) as in our patient.
On sonographic examination, desquamated gallbladder mucosa and the hyperplastic cholecystoses must be considered in the differential diagnosis. Desquamated gallbladder mucosa 
